T
he Soviet Union is undergoing a significant economic and political transition, as the centralized economy and government unravel in the face of broadened democracy, pressure to convert to a market economy, and calls for autonomy by many of its fifteen republics. At this critical time, health services are one of the many responsibilities of the central state in the socialist system slated to be reconfigured and decentralized as part of the restructuring, or perestroika.
Health statistics for the Soviet Union's 280 million citizens reveal poor life expectancy and high mortality rates, with striking disparities among the individual republics. The nation's health care system is plagued by chronic underfunding, antiquated and deteriorating facilities, inadequate supplies and outmoded equipment, poor morale and few incentives for health care workers, and consumer dissatisfaction. Soviet health system reform now places a high priority on increasing the level and distribution of health care financing to improve the infrastructure and supply of health care services, boost the morale and productivity of health workers, and restore consumer confidence in the delivery system.
This article provides an overview of the issues facing Soviet health reformers, from the perspectives of two researchers, one from the United States and one from the Soviet Union. Here we review the health status of the Soviet people, describe the current structure of the Soviet health system, highlight its major problems, and discuss the goals and framework for the health reforms that are now being considered.
Health Of The Soviet People
Over the past four decades of rivalry between the Soviet Union and the United States, one of the Soviet goals in health care, as in other areas, was to catch up with and surpass the West. As Exhibit 1 reveals, the Soviet Union has achieved quantitative superiority in the number of health personnel and facilities but remains behind the United States in quality of the system, general health of the population, and level of spending.
Despite relatively comparable populations in size and age distribution, the countries differ in levels of health spending and resources. The Soviet Union has three times as many hospital beds and twice as many physicians per capita as the United States but spends only one-eighth the amount the United States spends on health services. In 1989, health care spending accounted for 3.4 percent of the Soviet gross national product (GNP), in contrast to 11.4 percent of the larger U.S. GNP. These estimates exclude under-the-table payments to obtain care, which if estimated would add to Soviet health spending, but the share of the economy for health would still be substantially less than in the United States.
Health resources
Number of hospitals (1980 In every major health indicator, the Soviet Union lags behind the United States. Life expectancy in the Soviet Union is five years shorter at birth and nearly two years shorter at age sixty-five. This difference is partially due to the Soviet Union's high infant mortality rate: 25.1 deaths per thousand live births in the Soviet Union, compared with 10.4 in the United States. The Soviet maternal mortality rate is over six times the U.S. rate, indicating problems with quality of care in maternity hospitals.
The overall age-adjusted death rate in the Soviet Union is 1,160 deaths per 100,000 population, compared with 821 deaths in the United States (Exhibit 2). Soviet citizens are more likely to die from most major diseases than their American counterparts and are twice as likely to die from infectious and circulatory diseases, injury, and poisoning. Death rates for The infant mortality rate has also risen in the Soviet Union, although some of the change may reflect improved reporting of infant deaths, especially in rural areas. For the Soviet Union as a whole, the infant mortality rate rose from 24.7 deaths per thousand live births in 1970 to 27.3 in 1980, then fell slightly to 25.4 in 1987 (Exhibit 4). The variation in infant mortality rates among the individual Soviet republics is itself striking and an indicator of the different conditions among the republics.
Organization Of The Soviet Health System
The Soviet health system is built on a constitutional right to health protection for every Soviet citizen. Article 42 of the 1977 revision of the Soviet constitution proclaims that Soviet citizens are entitled to this protection through free and professional medical services provided by a government system of health care. 1 Within this mandate, the government is charged with expanding the network of health services, enforcing occupational health and safety, prohibiting child labor, supporting research and development in the prevention and treatment of disease, and prolonging active longevity. These goals are to be carried out by the central government's socialized medical system under the auspices of the all-union (federal) Health Ministry, with most financing coming directly from the budget of the central government.
For over seven decades, the Soviet health system has been among the most remarkable and ambitious, as-well as controversial, institutions of Soviet society. The Soviet system of regionalized and publicly sponsored care became a model for developing countries and other socialist states. Following its establishment in 1920, the fully public and highly centralized Soviet health system made great strides in combating infectious disease and epidemics and building a medical care system to provide access to basic services, immunizations, and maternal and child care for all citizens. However, as progress in advancing the health of the population and improving health services slowed, Soviets increasingly viewed the highly centralized system as an obstacle to reform instead of an instrument of progress and change. Administrative structure. Rigid central control vested in the Soviet Health Ministry is the predominant feature of the current administrative structure for health care financing and delivery. Decision making and financial control are highly centralized. The Soviet Health Ministry in Moscow controls health care facilities, medical education training, personnel, and financial resources throughout the Soviet Union.
In 1989, the Health Ministry allocated 80 percent of national health expenditures, operated 96 percent of hospital beds, and provided 94 percent of ambulatory care services. 2 The 20 percent of health spending outside the federal budget was derived from state-owned or state-run businesses, referred to as "enterprises." These funds are quasi-governmental and subject to control from the Health Ministry. 3 The areas of health care not subject to Health Ministry control are services in the Defense Ministry, the KGB, and the recently emerging medical cooperatives. The Health Ministry exerts power in several ways. First, it controls resources through a five-year plan as well as annual plans that set total health care expenditures and allocate them between operations, capital, and investment funds for specific categories of medical providers. These funds are then allocated by the central ministry to each of the fifteen Soviet republics. Second, the ministry establishes the number, type, and geographical residence of health personnel through its control of training curricula, medical facilities, and medical graduates' assignments. Third, as the monopsonistic buyer of medical supplies and equipment, it controls the quantity and quality of medical equipment, drugs, and other supplies in the Soviet Union and from abroad. Finally, the ministry funds biomedical research through the Soviet Academy of Medical Sciences and controls epidemiologic surveillance and monitoring.
Beneath the all-union Health Ministry in the pyramidal health structure are the health ministries of the fifteen republics. They exercise the same functions within their republic's territory as does the central Health Ministry, but their actions must be in compliance with the budget and rules set for them by the central Health Ministry in Moscow. The republics' ministries are thus subordinate to the central ministry and operate as local agents for the central agency.
Within each republic, local administration is carried out by a network of health boards that are part of the Executive Committee of a regional or local Sovet (the body representing the local level of government). The local health boards coordinate health promotion activities, direct medical care in the facilities, and allocate local health funds. Although they are technically independent of the health ministry of their republic, their power is limited because they depend on the central and republic governments for their funds. In theory, the local boards were to be the people's voice in directing and managing their health care. In reality, local health boards have become passive intermediaries in the distribution of funds from the republic government to local medical institutions.
The four-layer system of health management, from the all-union Health Ministry in Moscow to the republic ministries to the regional authorities (districts) to the local community boards, was originally introduced as a democratic two-way planning and decision-making process. Resource needs were to be built up from local areas' needs to a central plan reflecting the aggregate of local needs. However, the allocation process in the central Health Ministry in Moscow determines health care resources and funding at all levels. This top-down management structure leaves local areas without the flexibility to meet local needs and priorities. The central Health Ministry keeps tight control on the stock and flow of health resources by regulating the capacity of all medical facilities, specifying the financing per unit of capacity or output, establishing the investment/ capacity ratio for new facilities, and controlling the supply and balance of physicians and other professionals. These central regulations are revised only by periodic decrees of the central government and are neither negotiated nor modified at the regional or local level.
Health resources. On the face of the statistics, the Soviet Union appears to be a relatively resource-rich nation with among the highest number of physicians and hospital beds per capita (Exhibit 5). 4 However, the level of resources is not equal throughout the republics, despite the central government's ability to allocate and control resources through the centralized planning function. Physician supply ranges from a low of 2.7 physicians per thousand citizens in the Central Asian Republic of Tadzhikistan to 5.7 physician per thousand in Soviet Georgia. The Asian and more rural republics also have fewer hospital beds per thousand.
Increasing the supply of health providers and facilities has been a priority in Soviet health planning, with greater emphasis on quantitative rather than qualitative goals; thus, health resources have continued to increase over the past twenty years (Exhibit 6). Today, to complement the 1.3 million physicians, health personnel include 3.4 million mid-level health practitioners, 114,000 pharmacists, and 194,000 pharmaceutical aides. These providers are employed by the state and work in state-run ambulatory care facilities, emergency. care systems, and hospitals and sanatoria. The overall system has 42,800 ambulatory care facilities and 23,700 hospitals comprising 3.8 million beds. However, the quality of facilities and the skill level of personnel vary widely. The hospital sector is regionalized and divided between general and specialized hospitals. It includes 9,000 local community hospitals serving communities of about 5,000 residents; 3,800 rural and urban district hospitals serving areas of about 50,000 residents; 4,500 central-city hospitals serving a population of about 200,000; and 302 regional hospitals serving two to three million people. 5 Hospital size ranges from an average of thirty-six beds in a local community hospital to over 900 beds in a regional hospital. 6 Regional hospitals have the most sophisticated equipment and also serve as teaching centers. In this system, the more complicated cases are admitted to regional centers for treatment.
The ambulatory care system is one of the most distinctive features of the Soviet health system and has served as a model for the health delivery systems in many socialist countries. The backbone of the Soviet ambulatory care system is a network of polyclinics and feldshers' offices. Together, they represent 40 percent of all ambulatory care facilities, with the remainder being outpatient clinics in hospitals and dispensaries. In 1987, there were over 2,000 polyclinics in the Soviet Union, each with a population base of about 30,000 to 70,000 people. Every urban resident is assigned to and required to register at a specific local polyclinic for ambulatory care and treatment. Polyclinics have both adult and pediatric components. Prenatal and postpartum care is provided through consultation offices that are located within the polyclinics and maternity hospitals or that operate as freestanding entities.
The key element of ambulatory care services in the rural areas, where one-third of Soviet citizens live, is the feldsher's office. A feldsher is a mid-level practitioner with responsibility for immunizations, primary care, normal childbirth, and minor surgery. More complicated cases are referred to district hospitals. In the unevenly populated rural areas of the Soviet Union, the feldsher's services substitute for physician care. The feldsher is similar to the American nurse practitioner but performs many services that are restricted to physicians in the United States.
A recent innovation in the Soviet health system is the medical cooperative. These cooperatives exist as "independent" providers outside the polyclinic system but are dependent on local authorities for start-up permission and leasing. However, medical practice is less regulated and operates as a competitor to the fully state-controlled system. Soviet citizens can elect to use medical cooperatives instead of their assigned polyclinic, but care from the cooperatives requires payment. As of 1 January 1990, there were 3,300 medical cooperatives with 20,400 fulltime and 40,800 part-time physicians and health professionals. 7 The mix of health personnel has changed over time both in the physician-to-support-staff ratio and the specialty distribution of physicians. In 1989, there were 2.7 mid-level practitioners per physician, compared with 3.2 per physician in 1970. This reflects the shortage of nurses and engineering, maintenance, and laboratory staff in the Soviet Union; as a result, physicians increasingly have to fill in for mid-level and auxiliary personnel. Within the physician corps, the number of therapists and psychiatrists has increased, while the number of physicians trained in dentistry, tuberculosis treatment, and sanitation has decreased.
Health Spending
The Soviet Union spent 3.1 percent of its GNP on health in 1987, in contrast with an average of 7.5 percent for the nations belonging to the Organization for Economic Cooperation and Development (OECD). Within the outlays for health in the Soviet Union, the hospital sector is a dominant force. In 1988, 78 percent of Soviet health spending was allocated to hospitals, compared with only about 40 percent of U.S. expenditures. 9 The remaining 22 percent of Soviet health spending was divided between ambulatory care facilities (11 percent), emergency services (2 percent), and sanatoria and public health activities (9 percent). 10 The newly established medical cooperatives currently represent only 0.5 percent of health spending. The distribution of health spending has remained fairly constant over the past three decades.
Problems Facing The Soviet Health System
The contrast in life expectancy and mortality rates between the Soviet Union and the United States reveals the extent to which Soviet society lags behind the West in protecting and promoting the health of its population. The decline in life expectancy for Soviet males and the increase in Soviet infant mortality rates over the past thirty years are telling signs of a potential deterioration in health care. Although modest improvements occurred in the 1980s, the overall picture still reveals poor health outcomes for the Soviet people. Beneath the troubling national statistics are deep differences in health status and outcomes among the fifteen Soviet republics. Environmental factors. Some of the health problems reflect access to and quality of care within the medical system, but others stem from societal and environmental conditions that cannot be directly addressed by the health delivery system. Large numbers of heavy smokers, poor dietary practices, inadequate attention to fitness, and poor living conditions all contribute to poor health status. Over forty million Soviet citizens-a b o u t 15 percent of the population-live in towns with air pollution levels more than ten times normal levels. Labor conditions are hazardous, and occupational safety is lacking in most workplaces. Although rates have declined in recent years, alcohol addiction continues to be a major problem, with 1,494 registered alcoholics per 100,000 population in 1989 and many others with alcohol-related disabilities.
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Health system factors. Fundamental problems in the health care delivery system itself, however, cannot be overlooked as contributors to poor health outcomes. Poorly maintained and equipped facilities and low-paid and inadequately trained personnel are at the center of the Soviet medical care system. The infrastructure of the health system is decaying and needs both renovation and new construction to replace outmoded and inadequate facilities. 12 In rural areas, 27 percent of hospitals have no sewage system, and 17 percent have no running water. 13 Pharmaceuticals and medical supplies are in short supply throughout the Soviet Union and unavailable by import due to the lack of hard currency to purchase Western goods. Basic items, including disposable syringes and vaccines, are in short supply, and diagnostic equipment goes unused because essential parts for repair are unobtainable. 14 Health workers have limited resources with which to treat their patients and are poorly paid for their efforts. Physicians are limited by the poor technological level of medical practice, the lack of adequate facilities and equipment, and the shortage of ancillary staff. Much of the population depends on feldshers with limited clinical skills for care. Reflective of the lack of prestige given to medical practice in the Soviet Union, the majority of physicians are female and poorly paid; average compensation for the salaried physician is only 70 percent of the average salary of a nonfarm worker. 15 Low and fixed salaries leave physicians with little incentive to improve either quality or productivity.
Overuse of hospitals. Within the Soviet health system, there is an overemphasis on the hospital as a provider of care. Polyclinics and ambulatory care centers do not appear to fill the primary care role of early treatment and diagnosis. Instead, patients are referred to hospitals by the polyclinics and admitted for diagnostic evaluations as well as treatment that could be handled by the polyclinic. Diagnostic tests often consume three to seven days of the average hospital stay of 15.7 days. More emphasis on preventive care and more effective use of the ambulatory care system could help reduce hospitalizations and decrease the need for new hospital construction and renovation of hospital beds.
Financing problems. The Soviet health system also suffers from inadequate financing and overly rigid central control. Over the past thirty years, the declining share of the federal budget and GNP spent on health care has meant that new technologies have not been adopted, facilities have not been modernized, equipment has not been replaced or updated, and medical supplies have been in short supply. This has led to declining morale among health workers and lack of incentives to improve productivity and quality of care. In turn, consumer confidence in the health care delivery system has eroded, as bribes and under-the-table payments became the status quo for receipt of services.
Rigid central planning and control exacerbated the funding restrictions. The central planning process embodied in the five-year plans emphasized quantitative rather than qualitative goals and resulted in concern with expanding the absolute number of facilities and providers without regard to quality or competence. New construction rather than renovation was rewarded. Central plans were strictly enforced, with little room left for adapting to local conditions and priorities. Moreover, disparities among the republics grew.
In theory, the Soviet health system is a model of regionalized care and primary care intervention at population-based polyclinics. In reality, the system is falling apart under the stress of restricted funding, rigid centralized control, and lack of innovation. Health facilities require capital investment for renovation or reconstruction. Provider training needs to focus on the delivery of preventive and primary care services. Improvements in working conditions and salaries for health workers are needed to restore morale and motivate improved performance. Finally, the Soviet citizenry needs to gain greater control over their choice of providers and use of health services to restore consumer confidence in the quality and equity of the health care system.
Plans For Reform
In the spirit of glasnost, public discussion of the poor outcomes and serious deficiencies of the Soviet health system has brought greater awareness of the need for change. The poor health status of the. Soviet people, coupled with poor-quality and often inadequate health care, has become a source of political and social discontent. Much of the blame has been placed on the fundamental features of the Soviet system that brought rigid centralized control, a focus on quantity over quality, and lack of adequate financing.
The goals of reformers are thus to decentralize the planning and organization of health services, to infuse new capital and additional financing into the system, and to spur innovation. Strategies include: (1) elimination of central resource allocation and control by the central Ministry of Health and return of decision-making authority to the individual republics; (2) greater reliance on the "enterprises" to help finance medical care through the workplace, as a prime source of additional revenue to supplement public spending; and (3) experimentation with medical insurance and the use of incentives to improve provider participation, as a way to bring innovation and motivation to the stalled system.
The essence of the plan is to move away from the centrally controlled and fully public system to a system of mixed financing with more responsibility given to republics and communities. In response to the government's previous inability to finance medical care at sufficient levels out of the government budget, the new plan would seek revenues from a variety of sources, drawing on contributions from the enterprises in their role as employers and limited out-of-pocket payments by individuals.
Nonprofit insurance entities would be created to channel resources from individuals and enterprises into the health sector. Insurance funds would be managed locally within the republics to decentralize decision making. Local control would provide the local boards and municipalities with the ability to allocate funds where need is greatest. Care providers would compete for funds and be reimbursed by the insurance carriers on a cost-plus-profit basis.
Control of health care facilities would also be decentralized to provide communities with the ability to set priorities for hospitals and clinics. Government-owned hospitals would be turned over to community sponsorship and would operate as nonprofit entities with community boards. One approach being considered would restructure polyclinics along the lines of the U.S. health maintenance organization (HMO). They would be paid under capitation and could serve as the central access point with responsibility for the control of hospital use. Incentives to physicians to reward competence and high levels of productivity would be used to improve care and help attract better-trained doctors.
To improve the quality of physician care, a new system of medical certification would be established for specialists. Physicians would have to obtain the Soviet equivalent of board certification in the United States. In addition, consideration is being given to linking payment to outcome measures so that a physician's salary would vary according to the quality of diagnosis and treatment. In sum, the focus of the reform effort is on decentralization of decision making to the republics and local areas and on use of insurance as a means of expanding financing. Enterprises and individuals would purchase insurance, and the insurance entity would then contract with providers for care. Per capita payments would reward the use of ambulatory care, to place more emphasis on preventive services and primary care and less reliance on hospital services. The insurance medicine proposal would introduce market forces and economic incentives to the health care arena to accompany the overall restructuring of Soviet society.
The future of the Soviet health reform plan is tied to the overall economic and political restructuring currently under way between the central government and the republics. Although the goals for health reform are clear, the timing and shape of implementation are less certain. Demonstrations in several communities are testing the principles, but broader applications require legislation to implement the insurance medicine plan. In the current economic and political environment, it is doubtful that such changes will occur soon or nationwide. As the functions of government are decentralized, republics will have much responsibility to shape the future of health reform.
Two Views Of Reform
From the Soviet perspective, the insurance medicine approach would address the rigidity and lack of incentives or adequate funding in the centralized government system that brought that system into decay. Experience has taught Soviet reformers that socialized medicine is not viable without adequate financing, local control in the allocation of resources, and incentives for improved performance. Decentralization and transition to a market economy have become the tenets of reform in all sectors of Soviet life. In health, a broader financing base combined with decentralization and local responsibility over policy and funds is the prescription for change that Soviets feel will best help their ailing system. From the U.S. perspective, the insurance medicine plan with its reliance on a mix of employer, government, and individual financing is a step backward from the universal and comprehensive health coverage guaranteed to the Soviet people by their constitution. The inadequate funding and overreliance on quantitative standards in the five-year plans-the legacy of Communist control-have undermined the organizational strengths and potential of the Soviet health system. U.S. experience shows that competition and a market economy will not guarantee that resources are directed to the most significant problem areas and that decentralized authority will not necessarily resolve differences among the 
